of these cases there was in addition a large fibroid of the uterus. Both the cases were treated with radium by a somewhat modified Heymann technique, some needles being inserted into the growth as well. No vaginal metastases were present at the time. In both cases six months later, metastases developed in the lower third of the vagina and vulva in almost identical positions deep to the vaginal skin. There were no metastases within the sphere of action of the radium and clinically the cervix and paraiimetriuin remained free froim recurrence.
The nodules were anteriorly on both sides of and below the urethral orifice and along the lower third of the posterior vaginal wall near the midline. In one case there was also a nodule in the ischio-rectal fossa. The nodules disappeared completely under moderate radium dosage by needles deep to the nodules and superficial application to the vaginal surface. At the same time, inguinal gland enlargement was noted and the glands were excised and found to contain degenerating carcinoma. Now, eighteen months later, one patient had a nodule between the coccyx and the rectum. The other was at present free from obvious recurrence. Both had retained their general health and had followed their employment between admissions to hospital, so that persistent treatment of this kind had been worth while. There would appear to be important lymph channels passing down to the neighbourhood of the urethral orifice, which was an unhappy position for metastases to remain un,treated.
The Organization and Methods of Practice of the East End Maternity Hospital.
By W. H. F. OXLEY, L.R.C.P., M.R.C.S.
THE East End Maternity Hospital has been frequently referred to during the last few years as an institution which has attained a high degree of success, and it may therefore be of interest to give a brief description of its work. In doing so stress will be laid upon those points where its practice differs from that generally a3cepted, and where judgment as to the relative value of clinical methods not in accordance with modern teaching appears to have contributed to good results.
The hospital was established in 1884, and up to the end of 1929 had attended 51,487 cases of childbirth, with a maternal death-rate throughout that period of 1f 35 per thousand, and since the year 1921, of only 0 68. Although clinical notes have been taken through the whole of its existence it is only since 1925 that these have been carefully compiled, and it is upon these, which comprise 10,376 cases, that this paper is based. It is felt that this. number of cases is large enough to enable some reliable conclusions to be drawn, both as to the incidence of complications in an unselected sample of the child-bearing population of the East End of London, and as to the value of the organization and methods of practice of the hospital.
The building.-As the hospital has grown from a small beginning, the building is by no means in accordance with modern ideas of hospital construction, the stairs being many, the passages narrow and the wards small. Although these conditions make the work heavy, they are not altogether a disadvantage, for they help greatly in the isolation of patients, staff and utensils, and make frequent " spring cleaning ' more feasible, and so are important factors in keeping down the sepsis rate. The hospital now contains fifty-six beds arranged in wards of from three to eight beds.
The staff.-The hospital is under the direct management of the Lady Superintendent, a fully trained and highly skilled nurse and midwife, whose genius for organization and management is largely responsible for the successful work. She has a staff of six midwives for the hospital and two for the district. There are about thirty pupil midwives, who do the nursing as part-of their training. There is no resident medical officer, the medical staff consisting of general practitioners in the neighbourhood, normally three in number, appointed by the committee of management, who have always followed the advice of the senior medical officer in this matter. Control of the medical work is vested in the senior medical officer, also a general practitioner. He is called in for every abnormality, pays a rotutine visit every morning, delivers midwifery lectures and holds one ward clinic, one antenatal session and one post-natal session weekly. The assistant medical officer.s relieve the senior as required. There have been only two senior medical officers during the forty years of the hospital's existence, so that continuity of methods over a long period of time has been attained. Some of the advantages of this method of staffing are that the medical officers gain experience, the value of which must be reflected in their general practice; they have no hesitation in sending into hospital their difficult cases, while the absence of a junior resident staff diminishes the likelihood of premature interference with the normal course of labour. There is a good staff of con3ultants, one of whom is always at the service of the medical staff as required.
The patients.-About 2,000 women are attended annually. They are almost exclusively resident in the Metropolitan Boroughs of Stepney and Poplar; rather more than one-half are admitted to hospital, the remainder being attended in their own homes. The majority of the primigravida, and all cases in which abnormal labour is anticipated are booked for admission into hospital and abnormal cases booked for attendance on the district are admitted at the diseretion of the medical officer.
The patients are unselected. Any married woman applying for attendance is accepted unless she is found upon inquiry to be able to afford re"asonably suitable facilities for herself; no patient has ever been refused upon medical grounds. There are, however, many doctors and midwives who send cases which they consider are likely to prove' abnormal ; 'these'are booked and attended and-their records are included in this analysis, thus slightly raising the abnormality ratio.
On account of 'the danger of admitting potentially infected cases, as few emergencies as possible from'outside sources are treated. It is impossible to exclude them altogether; they numbered about ten during the five years under consideration and were mostly cases of toxemia andhbmorrhage. No cases of failed for'ceps were admitted during this period. A few unbooked cases were also admitted on account of sudden onset of labour in the street. Every abnormal condition arising in its patients, whether during pregnancy or labour, has been treated by the hospital, but the followingnine cases 'vere removed elsewhere during or after the puerperium:-Four cases of puerperal mania were removed to the infirnmary.
A case of white leg, in which the temperature had been normal for some time but the swelling still remained, was removed to the infirmary at the end of six weeks.
A woman with an ovarian cyst was r-emoved to a general hospital for operation at the end of a normal puerperium.
A woman with a very large pyonephrosis of old standing was remnoved to hospital at the end of the puerperium for operation.
These patients all recovered.
A woman with a very large stone in the kidney was removed to hospital, at the end of the puerperium. At operation the whole kidney substance was found destroyed and she died two hours after operation. Her death has not been included in the hospital returns as ithad nothing to do with her child-birth.
A woman with pelvic cellulitis following a difficult forceps delivery was removed to a general hospital, where she died. Her death is included in the hospital returns.
These are the only patients who were discharged otherwise than in good health and the inclusion in the returns of the one case of death from puerperal causes keeps the records correct.
THE WORKOF THE HOSPITAL.
Ante-Natal Department (Table I) .-This work follows the usual lines, except that all the routine work is done by a midwife and only those cases which she picks out as abnormal, or potentially abnormal, are seen by the doctor. It is found that in this way the midwives are trained to have a sense of responsibility and that their interest in the work is enhanced, while the results show that the system has been effective. It must be admitted, however, that skill above that of the average midwife is required.
The attendance of every woman is compulsory and is easily secured; there is an efficient following-up scheme which is seldom required. Booking takes place about the sixth month and from the seventh month all primigravidae attend fortnightly, the multiparae three times. This is as far as opinion in the neighbourhood will go at present, and as the results have been good, no attempt has been made to bring the number of attendances up to a standard which could probably not be enforced.
The pupils are taught to diagnose presentation and position in every case and to make a forecast of the probable course of labour. Special importance is paid to this, and some of the pupils get quite expert at it.
The discovery of albuminuria is left to the midwife, who is instructed to bring every case, however slight, before the doctor at once. In some of the milder cases, home treatment is given for a week, followed by admission if it has not then cleared up, but all serious cases are admitted straight away. The usual drastic eliminative treatment is given but, if anything, more drastically. That this method of selection by the midwife, combined with immediate treatment, is effective, is shown by the almost entire absence of eclampsia. In these 10,376 cases there were no deaths from eclampsia and only two slight cases, each having one fit after delivery and making a good recovery.
Purulent vaginitis and cervicitis are treated by thorough swabbing of the cervical canal with picric acid in spirit, and in some cases the canal is scraped with a Volkmann's spoon. One treatment, followed by simple douching for a week, is usually sufficient. There appears to be no danger of bringing on premature labour.
A Wassermann test is carried out on all patients with a suspicious history, but in only eight cases in this series was the reaction positive; the patients were all treated at a general hospital, returned for their confinement, and had healthy full-time babies.
Valvular disease of the heart was a frequent occurrence. In nearly all the cases compensation was good, and the cards were marked for special care during labour. A few were admitted for antenatal treatment; in six cases induction was performed, and in some the second stage was deliberately shortened by the use of forceps.
Dental caries is common and treatment is arranged for, but the patients are loth to submit to it, under the mistaken idea that it will bring about miscarriage. There is no clinical evidence that this or indeed any other "septic focus" has been a cause of sepsis.
Other general diseases requiring treatment were anaemia, two of which were pernicious in type, otitis media, epilepsy, bronchitis, etc.
Anttenatal Beds.-Three beds are set aside for antenatal cases, and proved ample for the needs of these 2,000 cases per annum. Table II gives a summary of the deliveries. It will be seen that nearly all the primiparae were admitted to hospital. This was in order to ease the work and not for any medical reason. In fact, they get on just as well, if not better, in their own homes. (See Table XI .)
DELIVERIES.
Occipito-posterior positionts (Table III ) occurred in 12% of the vertex presentations in the hospital. Although they are not usually classed as abnormalities, yet in many cases they give the greatest anxiety to the attendant. They form the commonest indication for the use of forceps, no less than 11% having to be thus terminated, even with the conservative midwifery practised by the hospital. The long first stage causes exhaustion of the mother, and the temptation to interfere DEC.-OBSTET. 2 * 7 123
Proceedings of the Royal Society of Medicine 8> prematurely can only be combated by the exercis^of great self-c6ntrol, and they do in fact comprise a large number of the " failed forceps " cases reported in the journals from time to time.
On acccunt of these difficulties, attempts are made to rotate them antenatally by means of Buist's binder. It is not easy, however, to be dogmatic as to its effect, as in a large number of presentations correctly diagnosed as posterior before engagement, the head enters the pelvis anteriorly. It certainly has no effect when the head is engaged, but one is inclined to think that if the head is late in engaging, either through deficient flexion or disproportion, it does influence rotation. We have certainly had fewer very prolonged cases since it has been used systematically.
With regard to treatment, these cases remain the most difficult with which we have to deal. Rotation before full dilatation, air-bags, etc., have been tried and given up and reliance has to be placed upon securing rest and comfort for the mother during the first stage, by means of humanity and attention, together with the aid of morphia. Rotation by forceps is not employed.
Breech presentations. (Table IV. )-During pregnancy the child presented by the breech in 535 cases. Although cephalic version has been practised for many years and some degree of skill attained, it has been found impossible in many cases.
Extension of the legs, posterior positions, twins, and the leaving of the attempt until after the thirty-second week, especially in primipara, are common causes of failure. The result is that considerably more than half eventually come into labour as breech. These include all the unsuccessful cases, those not diagnosed and a number in which an easy delivery was anticipated and which were, therefore, left for teaching purposes.
316 cases came into labour as breech; spontaneous delivery took place in 256, manual extraction was necessary in fifty-five, and forceps were applied to the aftercoming bead in five. Forceps were not applied to the breech nor was the use of the blunt hook required. The result to the child is the criterion of success or failure in breech delivery (Table V) . This has been emphasized by Gibberd [11, who compiled the returns of the breech presentations of six maternity hospitals and found that 30% offaetuses were stillborn, and 9% died before the fourteenth day. Upon these results he made a strong plea for turning in every case; he admitted, however, that there were some failures. Eardley Holland [21 reported that 75% of stillbirths and neonatal deaths were due to cranial stress during too rapid delivery, and expressed the opinion that these could be largely reduced by careful delivery. In this series the stillbirths were 12% and the neonatal deaths 5%. These, although only half the numbers given by Gibberd, are still high figures and appear to confirm his contention, but if the analysis in Table V is referred to it will be seen that birth trauma and asphyxia have practically disappeared, the outstanding causes of death being prematurity and death of the foetus before labour. In only ten stillbirths and four neonatal deaths-that is, in 4 4%/-was breech presentation possibly responsible; in most of the others the death or prematurity of the fcetus was probably the cause of the breech presentation.
If, therefore, it is possible to reduce the danger of breech presentation to the child to such small dimensions, it would seem doubtful whether it would not be wiser, in teaching schools at any rate, to leave all cases unturned, in order that the pupils may be thoroughly trained to deal with those cases which they will undoubtedly meet with in practice.
The advantage of the combination of experienced doctor and midwife is better seen in the management of breech cases than in any other branch of midwifery. The practice followed in the hospital is that the midwife makes fairly frequent examinations in cases likely to be difficult, and is so able to call the doctor just before full dilatation and before impactionhas taken place, so avoiding the temptation of premature extraction.
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Before commencing manual extraction the forceps are boiled and placed at hand for immediate use, and a hot bath is prepared to resuscitate the child. Care is taken in all cases thoroughly to stretch and smooth the vagina by hand, a process taking several minutes, and to use great gentleness in extraction, any necessary traction being made strictly in the axis of the pelvis and assisted by fundal pressure. The value of the good midwife who knows how to give the final suprapubic pressure in the right direction just as the head is coming through is enormous, and contributes greatly to the results. It is found that great haste in delivery is not necessary, the foetus being able to withstand occlusion of the cord for well over five minutes, provided violent attempts at resuscitation are not made, so that if one knows what to do there is ample time to do it.
It is, therefore, considered that all pupils, midwives as well as medical students, should be well drilled in the management of breech emergencies, rather than that an attempt, which cannot be wholly successful, to side-track them altogether by turning, should be persisted in.
OBSTETRIC OPERATIONS. (Table VI. )-Induction was performed on 126 occasions (1.2%), 63 of which were for contracted pelvis and 48 for toxamia. Two mothers died, but, as will be seen later, their death was probably not attributable to the induction; in the others the puerperium was normal. Fourteen infants were born dead.
Unless the case is urgent, intensive induction by hot baths, douches and enemata, together with three doses of quinine, ten grainis, by mouth, is tried. Where this is unsuccessful and in cases of urgency, Krause's method is adopted. This is carried out in the usual way, except that an anesthetic is given only when the patient is very nervous. If carefully performed, the operation is entirely painless, and it is thought that the psychic effect helps in its success.
If an ancesthetic is needed in cases of toxamia, "A.C.E." is used and stopped as soon as the patient is under, the operation being easily completed before she comes round.
Induction is usually performed for cases of albuminuria if they do not clear up after 14 days' treatment, not so much for fear of eclampsia but because it is thought that prolonged albuminuria leads to permanent kidney trouble and very likely to death of the foetus.
F'orceps were applied on 302 occasions, a percentage of 2 9; due consideration was given in each case, and they were never used without a definite indication. They were never applied to a head above a brim. It will be seen that persistent occipitoposterior positions account for more cases than contracted pelvis, and form, in fact, the commonest indication for their use.
Two mothers died (see later) and four others had a slightly morbid puerperium. The morbidity in these cases, all of which were abnormal, was thus 1 6%, as compared with 1i1% for the whole series, and it would therefore appear that the proper use of forceps is not followed by greater risk of sepsis than is spontaneous labour.
Caesarean section was performed on one occasion only. This was a case of generally contracted pelvis in which induction had been done in a previous labour, with a stillborn child.
Craniotomy: No cases required this operation.
Podalic version was performed during labour 35 times, 27 of which were for antepartum hBemorrhage, while transverse presentation, prolapse of the cord and flat pelvis accounted for the remainder.
Manual removal of the placenta was necessary in 73 cases. In two of these the patients died from sepsis, and, although they had other complications, this was probably the predominant cause; in one case, otherwise normal, peritonitis developed, the patient recovering after laparotomy; in four there was a rise of temperature clinically diagnosed as due to septic absorption. This gives the incidence of sepsis as 10% and establishes the procedure as the most dangerous operation in the realm of midwifery.
The smallness of the number of cases of contracted pelvis of sufficient degree as to necessitate interference with the course of labour is remarkable.
They were as follows: induction, 63; forceps, 64; version, 1; COsarean section, 1; total, 129 (1-2%).
Several cases sent by doctors with a view to Ciesarean section did not need it and on some occasions women who had previously had the operation performed were delivered of a full-time healthy child without it.
Although the policy of non-interference has been here carried to the limit consistent with safety, it is only fair to state that other hospitals working on entirely different lines obtain very good results. One of these, situated in London and dealing with the same class of cases as the East End Maternity Hospital, is compared with it in Table VII . From this it is seen that the total interference, apart from the third stage of labour, in the hospital referred to is nine times as great as in the East End Maternity Hospital, inductions being nineteen times, forceps four times and Ctesarean sections one hundred and ninety times as many. As these two hospitals obtain results of the same order of merit, it would appear that it is not so much the method or details of treatment which counts, as the spirit which actuates the whole of the work. It is difficult to imagine, however, that interference for real or suspected difficulty, to the extent of one out of every three cases of labour, can be necessary, or that good results can be obtained thereby save under the best hospital conditions.
It would almost seem that some obstetric surgeons still make a mere diagnosis of contracted pelvis a reason for performing induction or Caesarean section, irrespective of the relation of head to pelvis and other considerations, whereas in the hospital at least 80% deliver themselves spontaneously and the remainder have been treated with the results shown, either by forceps or by induction, at about the thirty-sixth week.
That the number of deaths following Cesarean section is by no means negligible is seen by reference to the Report of the Departmental Committee on Maternal Mortality, which found them to amount to 112 out of 2,000 deaths investigated, and considered that many of these deaths could have been avoided had proper antenatal care and foresight during labour been available. In other words, the skill of the obstetrician in ante-natal diagnosis is in inverse proportion to the number of his Caesarean sections and, I would like to add, to his forceps cases as well. Although the proportion of one section to 10,000 cases can hardly be expected throughout the country, since contracted pelvis of a severe degree is uncommon in London, it seems as if a large number of unnecessary operations were being performed. Only 23 occurred in primigravidae and a striking feature was that many of the severe cases were found in elderly multiparae.
Accidental hoemorrhage: Those cases in which, after delivery, a retroplacental clot was found without the condition of mother or child having been affected are not included.
In eighteen cases hamorrhage was altogether concealed and gave rise to signs and symptoms, but only three of these were of the severe type with collapse of mother and tense, tender uterus, two of them being emergency cases in which there had not been any antenatal examination. It would therefore, seem that antenatal care, by reducing toxemia, does reduce the incidence of these severe cases and this probability is confirmed by the result of urine examination, as albumin was present in only two cases to any great amount, ten others having a mere trace. The treatment in most cases was the usual tight binder and rupture of membranes.
No patient in the booked cases died and all but one had a normal puerperium. Of the two emergency patients who died, one was collapsed when first seen and the other had a misleading concealed hemorrhage at 24 weeks' gestation.
Placenta pravia: Of the 49 cases of this condition, 12 were primigravide and 27 were premature. Nine were central.
Each case was treated on its merits; premature cases with good pains required no special treatment, except sometimes an injection of pituitrin; for those at or near term the classical treatment of " early turning, slow extraction" was adopted in most cases, slow extraction being interpreted to mean spontaneous expulsion by the uterus, sometimes with the help of a 2-lb.weight. All mothers recovered, but three had slightly morbid puerperia.
Results.-Here is a consecutive series of 119 booked cases of antepartum hemorrhage without a maternal death.
Caesarean section was not performed, as it is considered that the results of this operation in cases of htemorrhage are not sufficiently encouraging to justify a departure from well-tried methods. Although there may be a small place for Caesarean section in some cases of placenta praevia, as when the os is closed and the mother's condition good, there have been no such cases in this'series. If all cases could be diagnosed before serious hamorrhage has occurred, and treated under good hospital conditions, it might ba-possible to obtain a series with a death. rate of 1% or 2%, but as many patients have no warning haemorrhage and are too ill when first seen to bear removal, would it not be more likely for more lives to be saved if students were taught a method which can be safely performed after heemorrhage and under the ordinary conditions of general practice? The nine cases of central placenta preevia in this series were treated as follows: Turning was done if the os admitted the finger easily and the toes of the fmetus were drawn through with tissue forceps, care being taken not to separate placental tissues while doing this operation.
As a precaution, in some cases the placenta was held with tissue forceps while being punctured, and the puncturing was usually done with a blunt instrument such as a uterine sound, and the finger was put through the hole thus made. If the cervix was so hard that it would not dilate sufficiently to admit of turning, placental tissue was separated as far as possible round the os with the finger, a quarter grain of morphia was given to the patient, and she was kept in bed until the os had dilated sufficiently to admit the finger comfortably, when turning was done. The nine mothers so treated recovered; the child was macerated in two cases, died during labour in four, and was alive in three.
A dangerous practice in cases of hamo5rrhage is the undertaking of intra-uterine manipulations in a collapsed patient. This is never done at the hospital but the opportunity is taken to fill the axille with saline solution.
The use of saline infusions is considered of great importance. The routine is that as soon as a case of hsemorrhage is admitted, the labour ward sister prepares the apparatus and gets the patient warm, and when the doctor arrives the injection is begun, before any manipulation is undertaken.
Blood transfusion, even with the excellent facilities available in London, has proved of no value in these emergencies, as the treatment, to be effective, must be immediate.
Results to child.-The still-births were 50% (or 44%). Although version is usually considered dangerous to the child, it appeared in this series that death of the fmetus was determined rather by the amount of separation of placenta and the period of gestation than by the method of treatment adopted.
SEPSIS.
The hospital being a training school for midwives, the Central Midwives Board standard of pyrexia-namely, a temperature by mouth of 100 40 for twenty-four hours-is adopted. Table VIII shows that the number was 116 or 1 v 1%, while sepsis of the genital tract occurred in thirty-seven, or 0 35% (Table IX) . This does not mean that temperatures under this are looked upon as unimportant; a case with a temperature of 990 only is always investigated by the doctor and the midwives are impressed with the necessity of seeing that they carry out this practice after they receive their certificate.
Analysis of the hospital cases in which definite sepis of the genital tract was diagnosed clinically or was assumed to be present, as no cause was found elsewhere, shows that the labour had been abnormal in 66%, and that in 33% the abnormality necessitated intra-uterine manipulation (Table X) .
Relative incidence of pyrexia in home and hospital.-The incidence of sepsis was considerably less in patients confined in their own homes than in the in-patients', but as this might be due to the higher proportion of abnormal cases and primiparae admitted, in Table XI the factors of primiparity and abnormality have been separated out. This shows that the incidence of sepsis following normal labour in multiparce is practically the same whether the confinement takes place in home or hospital. The figures in primipare are hardly large enough for comparison, but it is significant that no district cases became septic.
The precautions taken to guard against sepsis appear to have been effective, but putting them down on paper conveys no idea of the daily and hourly watch that must be kept up by those in authority to ensure their being carried out.
Briefly they are as follows:-
(1) The hands are thoroughly scrubbed in hot soap and water for five mninutes and then in perchloride of mercury, 1 to 1,000, for three minutes, a nailbrush being used to get into the crevices. They are frequently re-sterilized in the same way and always before a further vaginal examination is made.
(2) Special care is taken to avoid the predisposing causes of sepsis, which are considered to be trauma, exhaustion and hrmmorrhage. The uterus is left empty of products of conception and of blood-clot.
(3) The paticnt upon admission has a hot bath and the external genitals are then swabbed with perchloride of mercury 1 to 2,000.
(4) The same care is taken during the puerperium as during labour.
(5) The reporting of any illness is enforced upon the nurses.
Neither gloves nor masks are used and aprons or gowns fresh from the wash are worn. In many cases as many as six different pupils make vaginal examinations.
Treatment of sepsis. (Table XII. )-In practically all cases in which there was a rise of temperature accompanied by such local signs as tenderness, delayed involution, or offensive lochia, and in some in which a slight rise persisted, although no local signs were present, an intra-uterine douche has been given, followed by digital exploration and removal of fragments, either by the finger or by the gentle use of a blunt curette.
Twenty-five out of the thirty-one cases of sepsis in the hospital were thus treated. It was usually done after the temperature has been raised for twenty-four hours, but in some cases it was delayed in the hope that the temperature would subside.
Exploration of the interior of the uterus has also been undertaken for subinvolution or secondary post-partum heemorrhage without rise of temperature.
(Nine cases.)
The number of cases in which this operation was performed was thirty-two, and in no case was there reason to regret having done it. Table XII shows that in every case but one the temperature dropped to normal within forty-eight hours, and in no case was it followed by a further rise.
The operation was not performed in the few cases in which general infection was suspected.
These results do not confirm the general opinion as to the danger of this procedure. In fact, if any new treatment could show similar results, it would be at once hailed as a cure for sepsis. No such claim is made, but it is considered of value and free from danger. It should be realized, however, that the very greatest care and gentleness is required and that the operation should not be indiscriminately performed by those unfamiliar with the use of the curette.
MATERNAL MORTALITY.
( (2) Septicaemia.-A patient with abdominal pain and distension was admitted for observation. She was near full term and spontaneous labour took place next day, manual removal of the placenta being, however, necessary. Her temperature rose on the third day and on the thirteenth day she died from septicemia.
(3) Septicwmia.-A patient who had had white leg in her previous labour twelve months before and who was still suffering from profound anemia, neglected to book until fourteen days before labour was expected. At labour, manual removal of the placenta was performed.
She again developed white leg and died on the twelfth day. Post mlortem staphylococci were found in the thrombi.
(4) Syncope.-An elderly primipara was sent in by a doctor on account of valvular disease of the heart and a contracted pelvis. Induction was performed, but labour was more difficult than had been expected and forceps were required. She died from syncope two hours after delivery.
(5) Malignant endocarditis.-A patient admitted for bronchitis and toxsemia. The urine was stated to be solid with albumilin. Induction was performed but her temperature rose the same evening. Malignant endocarditis ensued with multiple infarcts, and she died on the twentieth day after delivery.
(B) Out-patients.-(6) Syncope.-An elderly and obese multipara who died of syncope at the ml-oment of an easy delivery.
(7) Malignant endocarditis.-A patient who was under the care of her own doctor for "influenza" died after a quick labour as the midwife entered the house. Post-mortem examination showed malignant endocarditis with numerous recent vegetations on the valves of the heart.
(C) Emergency Cases.-(8) Concealed accidental hoemorrhage.-The midwife was called by a doctor not connected with the hospital to a patient with concealed accidental hemorrhage. The patient was collapsed. She was delivered alive but died from post-partum hemorrhage.
(9) Hyperemesis.-A case of hyperemesis, three months pregnant. After one week of palliative treatment the uterus was emptied. She died in coma.
(10) Abortion with concealed haemorrhage.-The midwife was called to a primigravida twenty-four weeks pregnant, who had been applying thermogene to the abdomen for a week on account of intense pain. She sent her to hospital at once, where concealed accidental hbemorrhage was diagnosed. Delivery took place in a few hours and eight pounds of blood were found in the uterus. In the five booked cases the patients died from puerperal causes, giving a maternal mortality rate of 048 per thousand. The two deaths among the outpatients were due to incidental disease. Including these the rate is 0*67 per thousand.
Looking back upon the cases, it is easy to suggest that the treatment adopted was not the best possible, and it is indeed quite likely that were the cases to be repeated, the treatment would be different and possibly have given a happier result. It is encouraging to find that there were no deaths from eclampsia, from heemorrhage in booked cases, or from sepsis following normal labour, and that the only deaths occurring among out-patients were due to incidental disease.
Taking a broad view, however, it would seem that as six out of the seven patients who died, in the booked cases, were seriously ill before labour commenced, any further material reduction in the maternal death-rate already attained is to a large extent dependent upon an improvement in the general health of the mothers, and it is intended to take further action upon these lines.
Maternal mortality compared with that of the neighbourhood.-While comparison of the maternal mortality with that of England and Wales would be valueless, on account of the large local variations which exist, it is interesting to compare it with that of the two boroughs from which the bulk of the patients are drawn, but it is difficult to get rid of fallacies, and caution must be used in drawing exact inferences.
It has been shown that there is no selection on medical grounds, but it must also be considered whether there are any special social or other factors which influence the course of child-bearing among the women attended by the hospital.
The chief of such factors are considered bv McKinley [4] to be as follows:
(a) Primiparity ratio.-Primiparous births have a higher lmlortality rate than nlultiparous.
No official figures for primiparity rate are available for England but the Aberdeen inquiry found it 23 per cent. The percentage depends upon the birth-rate, and as this is high [5] in Poplar (20) and Stepney (22) the percentage of the hospital cases (24) is probably not very different form that of the two boroughs. (b) Illegitimacy, with its high death-rate, is excluded from the hospital, but as illegitimiate births from only 3% to 5% of the whole, the effect of its exclusion must be very slight.
(c) Social status.-The patients are poor, the wives of unskilled labourers, and in this do not differ from the surrounding population.
(d) Age distribution of births.-Maternal mortality tends to increase with age, so that a low age distribution would favour a low mortality. In Table XIV the age distribution has been compared with that of England and Wales, as calculated by McKinley, and is found to be considerably lower. There is no reason to suppose, however, that in this it differs from the local population, there being a large number of early marriages.
Apart from these considerations, there is the possibility that in abnormal cases the patients intentionally select other hospitals for their confinement, but it is largely a tradition in the district that women should have their babies where they themselves, and perhaps their mothers, were born, so that this is not a factor of any moment, even if it exists at all.
Giving due weight to all these factors, the conclusion may fairly be drawn that the cases of midwifery attended by the East End Maternity Hospital are a true sample of those in the boroughs of Poplar and Stepney.
As the hospital cases do not include ectopic gestation, abortion and some other accidents of pregnancy, which, according to the Registrar-General's returns, account for 10% of puerperal deaths, the figures for the two boroughs have been reduced by this amount in the following 
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The death-rate among the hospital cases is less than one-fourtlh of that of the neighbouring population. Note.-It should be explained that in the official death returns of health areas any deaths of persons occurring in hospitals are referred to the area in which they are ordinarily resident. The existence of a hospital, such as the London in Stepney, admitting dangerous cases from outside the area, does not adversely affect the death-rate.
The deaths in Poplar and Stepney are low, following what may be considered the law for London, namely, that the maternal death-rate varies inversely with the birth-rate. The influence of the East End Maternity Hospital, which attends one-quarter of all the births in the two boroughs, is to lower it still further.
STILL-BIRTHS AND NEONATAL DEATHS.
This inquiry affords an opportunity of studying the effect of antenatal work and careful obstetrics upon the still-birth and neonatal rate. As abnormal conditions in the mother are causes of fketal death, and such cases tend to be collected in maternity hospitals, the figures of most of them are useless for this purpose, and it is only from a large series of unselected cases such as these that material can be collected from which reliable deductions can be drawn.
Still-births.-The still-births in these cases were 2 -7% of all births; the corresponding figure for England and Wales for 1927 was 3 5%, while for Poplar and Stepney the figures were 2 -6% and 2 -7% respectively. The official percentages are calculated upon the number of still-births notified, and therefore fall short of their true number. As the hospital figures represent the entire number, it is probably correct to assume that there is a small reduction [6] .
It is somewhat disappointing to find that measures which were effective in reducing maternal mortality by 75% have not had more effect upon the stillbirth rate. The classification in Table XVI shows, however, that in 214 out of the total of 275, the cause of the still-birth was entirely beyond the influence of antenatal or obstetric care, and it was only in the remaining sixty-two that improvement could be hoped for by these means. The avoidable causes number 15% of the whole, as compared to Eardley Holland's findings that 51% of all still-births are preventable by good midwifery. [7] From these percentages it would seem that there has been a considerable improvement in the preventable still-births.
Neonatal deaths.-As the patients leave hospital at the end of fourteen days, only deaths occurring within that period are recorded. They numbered 135 or 1 -3%. No British figures of the death-rate during the first fourteen days of life are available, but the Registrar-General's figures for the first week of life are given as 2-3% and for the first four weeks as 3 -2%.
In the recently published "Child Life Investigations " by Cruikshank, it is stated that in a series of 800 deaths of infants within the first four weeks, 89% died in the first two weeks and only 11% in the third and fourth weeks. If this distribution be applied to the Registrar-General's figures, the rate for the first fortnight would be 2 -8%.
It appears from these data that the neonatal deaths of the hospital cases are about one half the expected number.
In Table XVII the deaths have been divided into groups according as the cause of death operated before, during, or after, birth.
It will be seen from this that in neonatal deaths, as in still-births, the number due to causes at present beyond our control is large, forming here a percentage of 1-1 of all births. Antenatal care would have no effect upon their reduction, but the effect of care at birth, especially in the extraction of breech cases and in the management of asphyxia and care of the new-born child, has been to diminish the avoidable deaths to 24 or 0 -24%.
It would appear that further knowledge of how to avoid intra-uterine death of the foetus, premature expulsion and malformations, is necessary if the combined still-birth and neonatal death-rate is to be reduced below 3%. SUMMARY AND CONCLUSIONS. This analysis of 10,376 cases of midwifery shows that it has been possible, even in the present state of our knowledge, to reduce maternal mortality by at least 75%, to diminish the still-birth rate, and to halve the number of neo-natal deaths.
It has been shown that the cases form an unselected sample of the child-bearing population of the neighbourhood and that they are not specially favoured by social circuinstances.
There have been no deaths from eclampsia, nor, among the patients who received ante-natal care, from haemorrhage. No patient died from sepsis following normal labour and not one of the 4,233 women attended in their own homes died from puerperal causes.
As six out of the seven " booked " patients who died were seriously ill before labour commenced, any further material reduction in the already low maternal mortality rate would seem to depend upon improvement in the general health of the mnother, rather than upon the increase of knowledge or alteration in the methods of practice of the hospital.
The practice is based upon the development to their full extent of the preventive and conservative aspects of midwifery, and minute care is expended in obtaining the utmost value from such well-established methods as should be within the competence of every well-trained medical practitioner.
Stress is laid upon the necessity of care in breech deliveries, of the treatment of collapse in hbamorrhage and of a simple, practicable and yet efficient antiseptic technique. Early exploration of the uterus in local sepsis is considered of great value and Cesarean section is resorted to extremely seldom.
Although adherence to the fundamental principles of the obstetric art has proved of great importance, a partial explanation only of the success obtained is thus afforded, the factors above all others to which it is felt to be due being the sympathetic co-operation which exists all through the work, between doctors, midwives, and patients, the carefully thought out organization and the keen interest taken in the work by all concerned.
The work of the hospital confirms the conclusion of the Departmental Committee on Maternal Mortality:-" Generally speaking it seems clear . . . that the solution to the complex problem of maternal morbidity and mortality will be found in all-round tightening up and strengthening of each link in the chain of obstetric supervision, an increased watchfulness over all stages of pregnancy and labour, rather than in any single, arresting or comprehensive remedy." The still-births and neonatal deaths possibly due to presentation being a breech were 14 or 4.4%. Hyq., 1929, xxix, 160. [5] KINLOCH, J. PARLANE, Brit. Med. Jourq., 1929 (ii) Di8cussion.-The PRESIDENT said he was interested to note that Dr. Oxley, with scientific candour, had stated that in a neighbouring institution where the methods in vogue were substantially different from those employed by himself and his colleagues, the results, in terms of mnortality and morbidity, were almost as satisfactory. He gathered that, whilst reference was made to benefit accruing from blunt curettage in certain of his cases with early puerperal pyrexia, Dr. Oxley would regard anything like routine curettage in puerperal infection as a dangerous procedure.
Mr. L. CARNAc RIVETT said that from his personal knowledge of the work of the East End Maternity Hospital he thought that the good work done was mainly the result of the continuity of control both on the medical and nursing side. The late Dr. Corner had established a tradition which Dr. Oxley was carrying on. Miss Anderson, the Lady Superintendent, inspired all the workers with enthusiasm, and the hospital owed much to her.
With regard to Dr. Oxley's treatment of pyrexia, he (Mr. Rivett) did not think it was clear to the Section that Dr. Oxley explored the uterus digitally only, in most cases, and gently curetted in certain cases and, in all except four of his cases, on the day on which the temperature rose; in his (Mr. Rivett's) opinion, this was a vastly different thing to advocating curettage in sepsis, and was really only establishing free drainage. [In reply to a question as to how he accounted for the low forceps rate at this hospital compared with other hospitals, Mr. Rivett stated that he thought the commonest indication for forceps at many hospitals was the desire of somebody or other to see them applied for teaching purposes.] Dr. J. S. FAIRBAIRN said that Dr. Oxley had mentioned various reasons for the wonderful results attained at the East End Maternity Hospital, but they could all be reduced to the fundamental fact that the practice of this hospital was based on the principle of securing normal function, and that it acted up to that principle. However much we might succeed in perfecting our technique, artificial methods would always be second best to physiological, and until something more than lip service was given to this principle our maternal mortality would renmain stationary.
Dr. Oxley had given no credit to the womiien whom his hospital attended, whereas he (the speaker) regarded them as a self-selected type, the hardier type who choose the hospital midwives to attend them because they were confident they could do their own work themselves, and who only wanted the services of the hospital for reasons of economy and convenience, or in case of accident. Those in that area who could afford to do so hired a doctor to give them anesthetics and shorten their labour artificially, and thereby raised the mortality of the district. There would be general agreement on the methods of the hospital, except with regard to curetting in puerperal infections, and on that matter his own experience was not so fortunate as Dr. Oxley's appeared to be.
Dr. J. WYATT said he thought that curetting the uterus in cases of local uterine infection was a dangerous procedure except in skilled hands. He himself had had over 500 cases of local uterine infection to treat in the North and South-Western Fever Hospitals and no intrauterine manipulations had been performed with the exception of injecting sterile glycerine; all these cases had done well, some had taken some days to settle but were not seen until the infection had been present some days.
With regard to the cause of death when the fcetus was born macerated: at St. Thomas' Hospital, signs of syphilis were found in over 50% of the cases either in the foetus or the parents.
Dr. G. AV. THEOBALD said he agreed with Dr. Oxley that the best way to treat occipitoposterior cases was to give morphine and scopolamine to the patients and leave them alone. He thought, however, that curettage of the infected uterus might be an extremely dangerous manceuvre. He had treated a considerable number of cases of puerperal infection and had given up all interference with the uterus except in those rare cases in which obvious pus could be expressed, and in these he gave a simple intra-uterine douche.
